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contract staff. The hospice must docu-
ment a continuing level of volunteer 
activity. Expansion of care and serv-
ices achieved through the use of volun-
teers, including the type of services 
and the time worked, must be recorded. 

(f) Standard: Availability of clergy. The 
hospice must make reasonable efforts 
to arrange for visits of clergy and other 
members of religious organizations in 
the community to patients who request 
such visits and must advise patients of 
this opportunity. 

§ 418.72 Condition of participation—Li-
censure. 

The hospice and all hospice employ-
ees must be licensed in accordance 
with applicable Federal, State and 
local laws and regulations. 

(a) Standard: Licensure of program. If 
State or local law provides for licens-
ing of hospices, the hospice must be li-
censed. 

(b) Standard: Licensure of employees. 
Employees who provide services must 
be licensed, certified or registered in 
accordance with applicable Federal or 
State laws. 

§ 418.74 Condition of participation— 
Central clinical records. 

In accordance with accepted prin-
ciples of practice, the hospice must es-
tablish and maintain a clinical record 
for every individual receiving care and 
services. The record must be complete, 
promptly and accurately documented, 
readily accessible and systematically 
organized to facilitate retrieval. 

(a) Standard: Content. Each clinical 
record is a comprehensive compilation 
of information. Entries are made for all 
services provided. Entries are made and 
signed by the person providing the 
services. The record includes all serv-
ices whether furnished directly or 
under arrangements made by the hos-
pice. Each individual’s record con-
tains— 

(1) The initial and subsequent assess-
ments; 

(2) The plan of care; 
(3) Identification data; 
(4) Consent and authorization and 

election forms; 
(5) Pertinent medical history; and 

(6) Complete documentation of all 
services and events (including evalua-
tions, treatments, progress notes, etc.). 

(b) Standard; Protection of information. 
The hospice must safeguard the clin-
ical record against loss, destruction 
and unauthorized use. 

EFFECTIVE DATE NOTE: At 73 FR 32204, June 
5, 2008, subpart C was revised, effective Dec. 
2, 2008. For the convenience of the user, the 
revised text is set forth as follows: 

Subpart C—Conditions of 
Participation: Patient Care 

§ 418.52 Condition of participation: Patient’s 
rights. 

The patient has the right to be informed of 
his or her rights, and the hospice must pro-
tect and promote the exercise of these 
rights. 

(a) Standard: Notice of rights and responsibil-
ities. 

(1) During the initial assessment visit in 
advance of furnishing care the hospice must 
provide the patient or representative with 
verbal (meaning spoken) and written notice 
of the patient’s rights and responsibilities in 
a language and manner that the patient un-
derstands. 

(2) The hospice must comply with the re-
quirements of subpart I of part 489 of this 
chapter regarding advance directives. The 
hospice must inform and distribute written 
information to the patient concerning its 
policies on advance directives, including a 
description of applicable State law. 

(3) The hospice must obtain the patient’s 
or representative’s signature confirming 
that he or she has received a copy of the no-
tice of rights and responsibilities. 

(b) Standard: Exercise of rights and respect 
for property and person. (1) The patient has 
the right: 

(i) To exercise his or her rights as a patient 
of the hospice; 

(ii) To have his or her property and person 
treated with respect; 

(iii) To voice grievances regarding treat-
ment or care that is (or fails to be) furnished 
and the lack of respect for property by any-
one who is furnishing services on behalf of 
the hospice; and 

(iv) To not be subjected to discrimination 
or reprisal for exercising his or her rights. 

(2) If a patient has been adjudged incom-
petent under state law by a court of proper 
jurisdiction, the rights of the patient are ex-
ercised by the person appointed pursuant to 
state law to act on the patient’s behalf. 

(3) If a state court has not adjudged a pa-
tient incompetent, any legal representative 
designated by the patient in accordance with 
state law may exercise the patient’s rights 
to the extent allowed by state law. 
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(4) The hospice must: 
(i) Ensure that all alleged violations in-

volving mistreatment, neglect, or verbal, 
mental, sexual, and physical abuse, including 
injuries of unknown source, and misappro-
priation of patient property by anyone fur-
nishing services on behalf of the hospice, are 
reported immediately by hospice employees 
and contracted staff to the hospice adminis-
trator; 

(ii) Immediately investigate all alleged 
violations involving anyone furnishing serv-
ices on behalf of the hospice and imme-
diately take action to prevent further poten-
tial violations while the alleged violation is 
being verified. Investigations and/or docu-
mentation of all alleged violations must be 
conducted in accordance with established 
procedures; 

(iii) Take appropriate corrective action in 
accordance with state law if the alleged vio-
lation is verified by the hospice administra-
tion or an outside body having jurisdiction, 
such as the State survey agency or local law 
enforcement agency; and 

(iv) Ensure that verified violations are re-
ported to State and local bodies having juris-
diction (including to the State survey and 
certification agency) within 5 working days 
of becoming aware of the violation. 

(c) Standard: Rights of the patient. The pa-
tient has a right to the following: 

(1) Receive effective pain management and 
symptom control from the hospice for condi-
tions related to the terminal illness; 

(2) Be involved in developing his or her 
hospice plan of care; 

(3) Refuse care or treatment; 
(4) Choose his or her attending physician; 
(5) Have a confidential clinical record. Ac-

cess to or release of patient information and 
clinical records is permitted in accordance 
with 45 CFR parts 160 and 164. 

(6) Be free from mistreatment, neglect, or 
verbal, mental, sexual, and physical abuse, 
including injuries of unknown source, and 
misappropriation of patient property; 

(7) Receive information about the services 
covered under the hospice benefit; 

(8) Receive information about the scope of 
services that the hospice will provide and 
specific limitations on those services. 

§ 418.54 Condition of participation: Initial 
and comprehensive assessment of the pa-
tient. 

The hospice must conduct and document in 
writing a patient-specific comprehensive as-
sessment that identifies the patient’s need 
for hospice care and services, and the pa-
tient’s need for physical, psychosocial, emo-
tional, and spiritual care. This assessment 
includes all areas of hospice care related to 
the palliation and management of the ter-
minal illness and related conditions. 

(a) Standard: Initial assessment. The hospice 
registered nurse must complete an initial as-

sessment within 48 hours after the election 
of hospice care in accordance with § 418.24 is 
complete (unless the physician, patient, or 
representative requests that the initial as-
sessment be completed in less than 48 hours.) 

(b) Standard: Timeframe for completion of the 
comprehensive assessment. The hospice inter-
disciplinary group, in consultation with the 
individual’s attending physician (if any), 
must complete the comprehensive assess-
ment no later than 5 calendar days after the 
election of hospice care in accordance with 
§ 418.24. 

(c) Standard: Content of the comprehensive 
assessment. 

The comprehensive assessment must iden-
tify the physical, psychosocial, emotional, 
and spiritual needs related to the terminal 
illness that must be addressed in order to 
promote the hospice patient’s well-being, 
comfort, and dignity throughout the dying 
process. The comprehensive assessment must 
take into consideration the following fac-
tors: 

(1) The nature and condition causing ad-
mission (including the presence or lack of 
objective data and subjective complaints). 

(2) Complications and risk factors that af-
fect care planning. 

(3) Functional status, including the pa-
tient’s ability to understand and participate 
in his or her own care. 

(4) Imminence of death. 
(5) Severity of symptoms. 
(6) Drug profile. A review of all of the pa-

tient’s prescription and over-the-counter 
drugs, herbal remedies and other alternative 
treatments that could affect drug therapy. 
This includes, but is not limited to, identi-
fication of the following: 

(i) Effectiveness of drug therapy. 
(ii) Drug side effects. 
(iii) Actual or potential drug interactions. 
(iv) Duplicate drug therapy. 
(v) Drug therapy currently associated with 

laboratory monitoring. 
(7) Bereavement. An initial bereavement 

assessment of the needs of the patient’s fam-
ily and other individuals focusing on the so-
cial, spiritual, and cultural factors that may 
impact their ability to cope with the pa-
tient’s death. Information gathered from the 
initial bereavement assessment must be in-
corporated into the plan of care and consid-
ered in the bereavement plan of care. 

(8) The need for referrals and further eval-
uation by appropriate health professionals. 

(d) Standard: Update of the comprehensive as-
sessment. 

The update of the comprehensive assess-
ment must be accomplished by the hospice 
interdisciplinary group (in collaboration 
with the individual’s attending physician, if 
any) and must consider changes that have 
taken place since the initial assessment. It 
must include information on the patient’s 
progress toward desired outcomes, as well as 
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a reassessment of the patient’s response to 
care. The assessment update must be accom-
plished as frequently as the condition of the 
patient requires, but no less frequently than 
every 15 days. 

(e) Standard: Patient outcome measures. (1) 
The comprehensive assessment must include 
data elements that allow for measurement of 
outcomes. The hospice must measure and 
document data in the same way for all pa-
tients. The data elements must take into 
consideration aspects of care related to hos-
pice and palliation. 

(2) The data elements must be an integral 
part of the comprehensive assessment and 
must be documented in a systematic and re-
trievable way for each patient. The data ele-
ments for each patient must be used in indi-
vidual patient care planning and in the co-
ordination of services, and must be used in 
the aggregate for the hospice’s quality as-
sessment and performance improvement pro-
gram. 

§ 418.56 Condition of participation: Inter-
disciplinary group, care planning, and co-
ordination of services. 

The hospice must designate an inter-
disciplinary group or groups as specified in 
paragraph (a) of this section which, in con-
sultation with the patient’s attending physi-
cian, must prepare a written plan of care for 
each patient. The plan of care must specify 
the hospice care and services necessary to 
meet the patient and family-specific needs 
identified in the comprehensive assessment 
as such needs relate to the terminal illness 
and related conditions. 

(a) Standard: Approach to service delivery. (1) 
The hospice must designate an interdiscipli-
nary group or groups composed of individ-
uals who work together to meet the phys-
ical, medical, psychosocial, emotional, and 
spiritual needs of the hospice patients and 
families facing terminal illness and bereave-
ment. Interdisciplinary group members must 
provide the care and services offered by the 
hospice, and the group, in its entirety, must 
supervise the care and services. The hospice 
must designate a registered nurse that is a 
member of the interdisciplinary group to 
provide coordination of care and to ensure 
continuous assessment of each patient’s and 
family’s needs and implementation of the 
interdisciplinary plan of care. The inter-
disciplinary group must include, but is not 
limited to, individuals who are qualified and 
competent to practice in the following pro-
fessional roles: 

(i) A doctor of medicine or osteopathy (who 
is an employee or under contract with the 
hospice). 

(ii) A registered nurse. 
(iii) A social worker. 
(iv) A pastoral or other counselor. 
(2) If the hospice has more than one inter-

disciplinary group, it must identify a specifi-

cally designated interdisciplinary group to 
establish policies governing the day-to-day 
provision of hospice care and services. 

(b) Standard: Plan of care. All hospice care 
and services furnished to patients and their 
families must follow an individualized writ-
ten plan of care established by the hospice 
interdisciplinary group in collaboration with 
the attending physician (if any), the patient 
or representative, and the primary caregiver 
in accordance with the patient’s needs if any 
of them so desire. The hospice must ensure 
that each patient and the primary care 
giver(s) receive education and training pro-
vided by the hospice as appropriate to their 
responsibilities for the care and services 
identified in the plan of care. 

(c) Standard: Content of the plan of care. The 
hospice must develop an individualized writ-
ten plan of care for each patient. The plan of 
care must reflect patient and family goals 
and interventions based on the problems 
identified in the initial, comprehensive, and 
updated comprehensive assessments. The 
plan of care must include all services nec-
essary for the palliation and management of 
the terminal illness and related conditions, 
including the following: 

(1) Interventions to manage pain and 
symptoms. 

(2) A detailed statement of the scope and 
frequency of services necessary to meet the 
specific patient and family needs. 

(3) Measurable outcomes anticipated from 
implementing and coordinating the plan of 
care. 

(4) Drugs and treatment necessary to meet 
the needs of the patient. 

(5) Medical supplies and appliances nec-
essary to meet the needs of the patient. 

(6) The interdisciplinary group’s docu-
mentation of the patient’s or representa-
tive’s level of understanding, involvement, 
and agreement with the plan of care, in ac-
cordance with the hospice’s own policies, in 
the clinical record. 

(d) Standard: Review of the plan of care. The 
hospice interdisciplinary group (in collabora-
tion with the individual’s attending physi-
cian, if any) must review, revise and docu-
ment the individualized plan as frequently as 
the patient’s condition requires, but no less 
frequently than every 15 calendar days. A re-
vised plan of care must include information 
from the patient’s updated comprehensive 
assessment and must note the patient’s 
progress toward outcomes and goals specified 
in the plan of care. 

(e) Standard: Coordination of services. The 
hospice must develop and maintain a system 
of communication and integration, in ac-
cordance with the hospice’s own policies and 
procedures, to— 

(1) Ensure that the interdisciplinary group 
maintains responsibility for directing, co-
ordinating, and supervising the care and 
services provided. 
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(2) Ensure that the care and services are 
provided in accordance with the plan of care. 

(3) Ensure that the care and services pro-
vided are based on all assessments of the pa-
tient and family needs. 

(4) Provide for and ensure the ongoing 
sharing of information between all dis-
ciplines providing care and services in all 
settings, whether the care and services are 
provided directly or under arrangement. 

(5) Provide for an ongoing sharing of infor-
mation with other non-hospice healthcare 
providers furnishing services unrelated to 
the terminal illness and related conditions. 

§ 418.58 Condition of participation: Quality 
assessment and performance improve-
ment. 

The hospice must develop, implement, and 
maintain an effective, ongoing, hospice-wide 
data-driven quality assessment and perform-
ance improvement program. The hospice’s 
governing body must ensure that the pro-
gram: Reflects the complexity of its organi-
zation and services; involves all hospice serv-
ices (including those services furnished 
under contract or arrangement); focuses on 
indicators related to improved palliative 
outcomes; and takes actions to demonstrate 
improvement in hospice performance. The 
hospice must maintain documentary evi-
dence of its quality assessment and perform-
ance improvement program and be able to 
demonstrate its operation to CMS. 

(a) Standard: Program scope. (1) The pro-
gram must at least be capable of showing 
measurable improvement in indicators re-
lated to improved palliative outcomes and 
hospice services. 

(2) The hospice must measure, analyze, and 
track quality indicators, including adverse 
patient events, and other aspects of perform-
ance that enable the hospice to assess proc-
esses of care, hospice services, and oper-
ations. 

(b) Standard: Program data. (1) The program 
must use quality indicator data, including 
patient care, and other relevant data, in the 
design of its program. 

(2) The hospice must use the data collected 
to do the following: 

(i) Monitor the effectiveness and safety of 
services and quality of care. 

(ii) Identify opportunities and priorities 
for improvement. 

(3) The frequency and detail of the data 
collection must be approved by the hospice’s 
governing body. 

(c) Standard: Program activities. (1) The hos-
pice’s performance improvement activities 
must: 

(i) Focus on high risk, high volume, or 
problem-prone areas. 

(ii) Consider incidence, prevalence, and se-
verity of problems in those areas. 

(iii) Affect palliative outcomes, patient 
safety, and quality of care. 

(2) Performance improvement activities 
must track adverse patient events, analyze 
their causes, and implement preventive ac-
tions and mechanisms that include feedback 
and learning throughout the hospice. 

(3) The hospice must take actions aimed at 
performance improvement and, after imple-
menting those actions, the hospice must 
measure its success and track performance 
to ensure that improvements are sustained. 

(d) Standard: Performance improvement 
projects. Beginning February 2, 2009 hospices 
must develop, implement, and evaluate per-
formance improvement projects. 

(1) The number and scope of distinct per-
formance improvement projects conducted 
annually, based on the needs of the hospice’s 
population and internal organizational 
needs, must reflect the scope, complexity, 
and past performance of the hospice’s serv-
ices and operations. 

(2) The hospice must document what per-
formance improvement projects are being 
conducted, the reasons for conducting these 
projects, and the measurable progress 
achieved on these projects. 

(e) Standard: Executive responsibilities. The 
hospice’s governing body is responsible for 
ensuring the following: 

(1) That an ongoing program for quality 
improvement and patient safety is defined, 
implemented, and maintained, and is evalu-
ated annually. 

(2) That the hospice-wide quality assess-
ment and performance improvement efforts 
address priorities for improved quality of 
care and patient safety, and that all im-
provement actions are evaluated for effec-
tiveness. 

(3) That one or more individual(s) who are 
responsible for operating the quality assess-
ment and performance improvement pro-
gram are designated. 

§ 418.60 Condition of participation: Infec-
tion control. 

The hospice must maintain and document 
an effective infection control program that 
protects patients, families, visitors, and hos-
pice personnel by preventing and controlling 
infections and communicable diseases. 

(a) Standard: Prevention. The hospice must 
follow accepted standards of practice to pre-
vent the transmission of infections and com-
municable diseases, including the use of 
standard precautions. 

(b) Standard: Control. The hospice must 
maintain a coordinated agency-wide pro-
gram for the surveillance, identification, 
prevention, control, and investigation of in-
fectious and communicable diseases that— 

(1) Is an integral part of the hospice’s qual-
ity assessment and performance improve-
ment program; and 

(2) Includes the following: 
(i) A method of identifying infectious and 

communicable disease problems; and 
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(ii) A plan for implementing the appro-
priate actions that are expected to result in 
improvement and disease prevention. 

(c) Standard: Education. The hospice must 
provide infection control education to em-
ployees, contracted providers, patients, and 
family members and other caregivers. 

§ 418.62 Condition of participation: Licensed 
professional services. 

(a) Licensed professional services provided 
directly or under arrangement must be au-
thorized, delivered, and supervised only by 
health care professionals who meet the ap-
propriate qualifications specified under 
§ 418.114 and who practice under the hospice’s 
policies and procedures. 

(b) Licensed professionals must actively 
participate in the coordination of all aspects 
of the patient’s hospice care, in accordance 
with current professional standards and 
practice, including participating in ongoing 
interdisciplinary comprehensive assess-
ments, developing and evaluating the plan of 
care, and contributing to patient and family 
counseling and education; and 

(c) Licensed professionals must participate 
in the hospice’s quality assessment and per-
formance improvement program and hospice 
sponsored in-service training. 

CORE SERVICES 

§ 418.64 Condition of participation: 
Core services. 

A hospice must routinely provide 
substantially all core services directly 
by hospice employees. These services 
must be provided in a manner con-
sistent with acceptable standards of 
practice. These services include nurs-
ing services, medical social services, 
and counseling. The hospice may con-
tract for physician services as specified 
in paragraph (a) of this section. A hos-
pice may use contracted staff, if nec-
essary, to supplement hospice employ-
ees in order to meet the needs of pa-
tients under extraordinary or other 
non-routine circumstances. A hospice 
may also enter into a written arrange-
ment with another Medicare certified 
hospice program for the provision of 
core services to supplement hospice 
employee/staff to meet the needs of pa-
tients. Circumstances under which a 
hospice may enter into a written ar-
rangement for the provision of core 
services include: Unanticipated periods 
of high patient loads, staffing short-
ages due to illness or other short-term 
temporary situations that interrupt 
patient care; and temporary travel of a 

patient outside of the hospice’s service 
area. 

(a) Standard: Physician services. The 
hospice medical director, physician 
employees, and contracted physician(s) 
of the hospice, in conjunction with the 
patient’s attending physician, are re-
sponsible for the palliation and man-
agement of the terminal illness and 
conditions related to the terminal ill-
ness. 

(1) All physician employees and those 
under contract, must function under 
the supervision of the hospice medical 
director. 

(2) All physician employees and those 
under contract shall meet this require-
ment by either providing the services 
directly or through coordinating pa-
tient care with the attending physi-
cian. 

(3) If the attending physician is un-
available, the medical director, con-
tracted physician, and/or hospice phy-
sician employee is responsible for 
meeting the medical needs of the pa-
tient. 

(b) Standard: Nursing services. (1) The 
hospice must provide nursing care and 
services by or under the supervision of 
a registered nurse. Nursing services 
must ensure that the nursing needs of 
the patient are met as identified in the 
patient’s initial assessment, com-
prehensive assessment, and updated as-
sessments. 

(2) If State law permits registered 
nurses to see, treat, and write orders 
for patients, then registered nurses 
may provide services to beneficiaries 
receiving hospice care. 

(3) Highly specialized nursing serv-
ices that are provided so infrequently 
that the provision of such services by 
direct hospice employees would be im-
practicable and prohibitively expen-
sive, may be provided under contract. 

(c) Standard: Medical social services. 
Medical social services must be pro-
vided by a qualified social worker, 
under the direction of a physician. So-
cial work services must be based on the 
patient’s psychosocial assessment and 
the patient’s and family’s needs and ac-
ceptance of these services. 

(d) Standard: Counseling services. 
Counseling services must be available 
to the patient and family to assist the 
patient and family in minimizing the 
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stress and problems that arise from the 
terminal illness, related conditions, 
and the dying process. Counseling serv-
ices must include, but are not limited 
to, the following: 

(1) Bereavement counseling. The hos-
pice must: 

(i) Have an organized program for the 
provision of bereavement services fur-
nished under the supervision of a quali-
fied professional with experience or 
education in grief or loss counseling. 

(ii) Make bereavement services avail-
able to the family and other individ-
uals in the bereavement plan of care up 
to 1 year following the death of the pa-
tient. Bereavement counseling also ex-
tends to residents of a SNF/NF or ICF/ 
MR when appropriate and identified in 
the bereavement plan of care. 

(iii) Ensure that bereavement serv-
ices reflect the needs of the bereaved. 

(iv) Develop a bereavement plan of 
care that notes the kind of bereave-
ment services to be offered and the fre-
quency of service delivery. A special 
coverage provision for bereavement 
counseling is specified in § 418.204(c). 

(2) Dietary counseling. Dietary coun-
seling, when identified in the plan of 
care, must be performed by a qualified 
individual, which include dietitians as 
well as nurses and other individuals 
who are able to address and assure that 
the dietary needs of the patient are 
met. 

(3) Spiritual counseling. The hospice 
must: 

(i) Provide an assessment of the pa-
tient’s and family’s spiritual needs. 

(ii) Provide spiritual counseling to 
meet these needs in accordance with 
the patient’s and family’s acceptance 
of this service, and in a manner con-
sistent with patient and family beliefs 
and desires. 

(iii) Make all reasonable efforts to fa-
cilitate visits by local clergy, pastoral 
counselors, or other individuals who 
can support the patient’s spiritual 
needs to the best of its ability. 

(iv) Advise the patient and family of 
this service. 

§ 418.66 Condition of participation: 
Nursing services—Waiver of re-
quirement that substantially all 
nursing services be routinely pro-
vided directly by a hospice. 

(a) CMS may waive the requirement 
in § 418.64(b) that a hospice provide 
nursing services directly, if the hospice 
is located in a non-urbanized area. The 
location of a hospice that operates in 
several areas is considered to be the lo-
cation of its central office. The hospice 
must provide evidence to CMS that it 
has made a good faith effort to hire a 
sufficient number of nurses to provide 
services. CMS may waive the require-
ment that nursing services be fur-
nished by employees based on the fol-
lowing criteria: 

(1) The location of the hospice’s cen-
tral office is in a non-urbanized area as 
determined by the Bureau of the Cen-
sus. 

(2) There is evidence that a hospice 
was operational on or before January 1, 
1983 including the following: 

(i) Proof that the organization was 
established to provide hospice services 
on or before January 1, 1983. 

(ii) Evidence that hospice-type serv-
ices were furnished to patients on or 
before January 1, 1983. 

(iii) Evidence that hospice care was a 
discrete activity rather than an aspect 
of another type of provider’s patient 
care program on or before January 1, 
1983. 

(3) By virtue of the following evi-
dence that a hospice made a good faith 
effort to hire nurses: 

(i) Copies of advertisements in local 
newspapers that demonstrate recruit-
ment efforts. 

(ii) Job descriptions for nurse em-
ployees. 

(iii) Evidence that salary and bene-
fits are competitive for the area. 

(iv) Evidence of any other recruiting 
activities (for example, recruiting ef-
forts at health fairs and contacts with 
nurses at other providers in the area). 

(b) Any waiver request is deemed to 
be granted unless it is denied within 60 
days after it is received. 

(c) Waivers will remain effective for 1 
year at a time from the date of the re-
quest. 
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(d) If a hospice wishes to receive a 1- 
year extension, it must submit a re-
quest to CMS before the expiration of 
the waiver period, and certify that the 
conditions under which it originally re-
quested the initial waiver have not 
changed since the initial waiver was 
granted. 

NON-CORE SERVICES 

§ 418.70 Condition of participation: 
Furnishing of non-core services. 

A hospice must ensure that the serv-
ices described in § 418.72 through § 418.78 
are provided directly by the hospice or 
under arrangements made by the hos-
pice as specified in § 418.100. These serv-
ices must be provided in a manner con-
sistent with current standards of prac-
tice. 

§ 418.72 Condition of participation: 
Physical therapy, occupational 
therapy, and speech-language pa-
thology. 

Physical therapy services, occupa-
tional therapy services, and speech-lan-
guage pathology services must be 
available, and when provided, offered 
in a manner consistent with accepted 
standards of practice. 

§ 418.74 Waiver of requirement—Phys-
ical therapy, occupational therapy, 
speech-language pathology, and die-
tary counseling. 

(a) A hospice located in a non-urban-
ized area may submit a written request 
for a waiver of the requirement for pro-
viding physical therapy, occupational 
therapy, speech-language pathology, 
and dietary counseling services. The 
hospice may seek a waiver of the re-
quirement that it make physical ther-
apy, occupational therapy, speech-lan-
guage pathology, and dietary coun-
seling services (as needed) available on 
a 24-hour basis. The hospice may also 
seek a waiver of the requirement that 
it provide dietary counseling directly. 
The hospice must provide evidence that 
it has made a good faith effort to meet 
the requirements for these services be-
fore it seeks a waiver. CMS may ap-
prove a waiver application on the basis 
of the following criteria: 

(1) The hospice is located in a non-ur-
banized area as determined by the Bu-
reau of the Census. 

(2) The hospice provides evidence 
that it had made a good faith effort to 
make available physical therapy, occu-
pational therapy, speech-language pa-
thology, and dietary counseling serv-
ices on a 24-hour basis and/or to hire a 
dietary counselor to furnish services 
directly. This evidence must include 
the following: 

(i) Copies of advertisements in local 
newspapers that demonstrate recruit-
ment efforts. 

(ii) Physical therapy, occupational 
therapy, speech-language pathology, 
and dietary counselor job descriptions. 

(iii) Evidence that salary and bene-
fits are competitive for the area. 

(iv) Evidence of any other recruiting 
activities (for example, recruiting ef-
forts at health fairs and contact discus-
sions with physical therapy, occupa-
tional therapy, speech-language pa-
thology, and dietary counseling service 
providers in the area). 

(b) Any waiver request is deemed to 
be granted unless it is denied within 60 
days after it is received. 

(c) An initial waiver will remain ef-
fective for 1 year at a time from the 
date of the request. 

(d) If a hospice wishes to receive a 1- 
year extension, it must submit a re-
quest to CMS before the expiration of 
the waiver period and certify that con-
ditions under which it originally re-
quested the waiver have not changed 
since the initial waiver was granted. 

§ 418.76 Condition of participation: 
Hospice aide and homemaker serv-
ices. 

All hospice aide services must be pro-
vided by individuals who meet the per-
sonnel requirements specified in para-
graph (a) of this section. Homemaker 
services must be provided by individ-
uals who meet the personnel require-
ments specified in paragraph (j) of this 
section. 

(a) Standard: Hospice aide qualifica-
tions. (1) A qualified hospice aide is a 
person who has successfully completed 
one of the following: 

(i) A training program and com-
petency evaluation as specified in para-
graphs (b) and (c) of this section re-
spectively. 
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(ii) A competency evaluation pro-
gram that meets the requirements of 
paragraph (c) of this section. 

(iii) A nurse aide training and com-
petency evaluation program approved 
by the State as meeting the require-
ments of § 483.151 through § 483.154 of 
this chapter, and is currently listed in 
good standing on the State nurse aide 
registry. 

(iv) A State licensure program that 
meets the requirements of paragraphs 
(b) and (c) of this section. 

(2) A hospice aide is not considered to 
have completed a program, as specified 
in paragraph (a)(1) of this section, if, 
since the individual’s most recent com-
pletion of the program(s), there has 
been a continuous period of 24 consecu-
tive months during which none of the 
services furnished by the individual as 
described in § 409.40 of this chapter were 
for compensation. If there has been a 
24-month lapse in furnishing services, 
the individual must complete another 
program, as specified in paragraph 
(a)(1) of this section, before providing 
services. 

(b) Standard: Content and duration of 
hospice aide classroom and supervised 
practical training. (1) Hospice aide train-
ing must include classroom and super-
vised practical training in a practicum 
laboratory or other setting in which 
the trainee demonstrates knowledge 
while performing tasks on an indi-
vidual under the direct supervision of a 
registered nurse, or a licensed practical 
nurse, who is under the supervision of a 
registered nurse. Classroom and super-
vised practical training combined must 
total at least 75 hours. 

(2) A minimum of 16 hours of class-
room training must precede a min-
imum of l6 hours of supervised prac-
tical training as part of the 75 hours. 

(3) A hospice aide training program 
must address each of the following sub-
ject areas: 

(i) Communication skills, including 
the ability to read, write, and verbally 
report clinical information to patients, 
care givers, and other hospice staff. 

(ii) Observation, reporting, and docu-
mentation of patient status and the 
care or service furnished. 

(iii) Reading and recording tempera-
ture, pulse, and respiration. 

(iv) Basic infection control proce-
dures. 

(v) Basic elements of body func-
tioning and changes in body function 
that must be reported to an aide’s su-
pervisor. 

(vi) Maintenance of a clean, safe, and 
healthy environment. 

(vii) Recognizing emergencies and 
the knowledge of emergency proce-
dures and their application. 

(viii) The physical, emotional, and 
developmental needs of and ways to 
work with the populations served by 
the hospice, including the need for re-
spect for the patient, his or her pri-
vacy, and his or her property. 

(ix) Appropriate and safe techniques 
in performing personal hygiene and 
grooming tasks, including items on the 
following basic checklist: 

(A) Bed bath. 
(B) Sponge, tub, and shower bath. 
(C) Hair shampoo (sink, tub, and 

bed). 
(D) Nail and skin care. 
(E) Oral hygiene. 
(F) Toileting and elimination. 
(x) Safe transfer techniques and am-

bulation. 
(xi) Normal range of motion and posi-

tioning. 
(xii) Adequate nutrition and fluid in-

take. 
(xiii) Any other task that the hospice 

may choose to have an aide perform. 
The hospice is responsible for training 
hospice aides, as needed, for skills not 
covered in the basic checklist, as de-
scribed in paragraph (b)(3)(ix) of this 
section. 

(4) The hospice must maintain docu-
mentation that demonstrates that the 
requirements of this standard are met. 

(c) Standard: Competency evaluation. 
An individual may furnish hospice aide 
services on behalf of a hospice only 
after that individual has successfully 
completed a competency evaluation 
program as described in this section. 

(1) The competency evaluation must 
address each of the subjects listed in 
paragraph (b)(3) of this section. Subject 
areas specified under paragraphs 
(b)(3)(i), (b)(3)(iii), (b)(3)(ix), (b)(3)(x) 
and (b)(3)(xi) of this section must be 
evaluated by observing an aide’s per-
formance of the task with a patient. 
The remaining subject areas may be 

VerDate Aug<31>2005 13:43 Dec 10, 2008 Jkt 214179 PO 00000 Frm 00225 Fmt 8010 Sfmt 8010 Y:\SGML\214179.XXX 214179cp
ric

e-
se

w
el

l o
n 

P
R

O
D

P
C

61
 w

ith
 C

F
R



216 

42 CFR Ch. IV (10–1–08 Edition) § 418.76 

evaluated through written examina-
tion, oral examination, or after obser-
vation of a hospice aide with a patient. 

(2) A hospice aide competency eval-
uation program may be offered by any 
organization, except as described in 
paragraph (f) of this section. 

(3) The competency evaluation must 
be performed by a registered nurse in 
consultation with other skilled profes-
sionals, as appropriate. 

(4) A hospice aide is not considered 
competent in any task for which he or 
she is evaluated as unsatisfactory. An 
aide must not perform that task with-
out direct supervision by a registered 
nurse until after he or she has received 
training in the task for which he or she 
was evaluated as ‘‘unsatisfactory,’’ and 
successfully completes a subsequent 
evaluation. A hospice aide is not con-
sidered to have successfully completed 
a competency evaluation if the aide 
has an ‘‘unsatisfactory’’ rating in more 
than one of the required areas. 

(5) The hospice must maintain docu-
mentation that demonstrates the re-
quirements of this standard are being 
met. 

(d) Standard: In-service training. A 
hospice aide must receive at least 12 
hours of in-service training during each 
12-month period. In-service training 
may occur while an aide is furnishing 
care to a patient. 

(1) In-service training may be offered 
by any organization, and must be su-
pervised by a registered nurse. 

(2) The hospice must maintain docu-
mentation that demonstrates the re-
quirements of this standard are met. 

(e) Standard: Qualifications for instruc-
tors conducting classroom and supervised 
practical training. Classroom and super-
vised practical training must be per-
formed by a registered nurse who pos-
sesses a minimum of 2 years nursing 
experience, at least 1 year of which 
must be in home care, or by other indi-
viduals under the general supervision 
of a registered nurse. 

(f) Standard: Eligible competency eval-
uation organizations. A hospice aide 
competency evaluation program as 
specified in paragraph (c) of this sec-
tion may be offered by any organiza-
tion except by a home health agency 
that, within the previous 2 years: 

(1) Had been of compliance with the 
requirements of § 484.36(a) and (b) of 
this chapter. 

(2) Permitted an individual that does 
not meet the definition of a ‘‘qualified 
home health aide’’ as specified in 
§ 484.36(a) of this chapter to furnish 
home health aide services (with the ex-
ception of licensed health professionals 
and volunteers). 

(3) Had been subjected to an extended 
(or partial extended) survey as a result 
of having been found to have furnished 
substandard care (or for other reasons 
at the discretion of CMS or the State). 

(4) Had been assessed a civil mone-
tary penalty of $5,000 or more as an in-
termediate sanction. 

(5) Had been found by CMS to have 
compliance deficiencies that endan-
gered the health and safety of the 
home health agency’s patients and had 
temporary management appointed to 
oversee the management of the home 
health agency. 

(6) Had all or part of its Medicare 
payments suspended. 

(7) Had been found by CMS or the 
State under any Federal or State law 
to have: 

(i) Had its participation in the Medi-
care program terminated. 

(ii) Been assessed a penalty of $5,000 
or more for deficiencies in Federal or 
State standards for home health agen-
cies. 

(iii) Been subjected to a suspension of 
Medicare payments to which it other-
wise would have been entitled. 

(iv) Operated under temporary man-
agement that was appointed by a gov-
ernmental authority to oversee the op-
eration of the home health agency and 
to ensure the health and safety of the 
home health agency’s patients. 

(v) Been closed by CMS or the State, 
or had its patients transferred by the 
State. 

(g) Standard: Hospice aide assignments 
and duties. 

(1) Hospice aides are assigned to a 
specific patient by a registered nurse 
that is a member of the interdiscipli-
nary group. Written patient care in-
structions for a hospice aide must be 
prepared by a registered nurse who is 
responsible for the supervision of a hos-
pice aide as specified under paragraph 
(h) of this section. 
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(2) A hospice aide provides services 
that are: 

(i) Ordered by the interdisciplinary 
group. 

(ii) Included in the plan of care. 
(iii) Permitted to be performed under 

State law by such hospice aide. 
(iv) Consistent with the hospice aide 

training. 
(3) The duties of a hospice aide in-

clude the following: 
(i) The provision of hands-on personal 

care. 
(ii) The performance of simple proce-

dures as an extension of therapy or 
nursing services. 

(iii) Assistance in ambulation or ex-
ercises. 

(iv) Assistance in administering 
medications that are ordinarily self-ad-
ministered. 

(4) Hospice aides must report changes 
in the patient’s medical, nursing, reha-
bilitative, and social needs to a reg-
istered nurse, as the changes relate to 
the plan of care and quality assessment 
and improvement activities. Hospice 
aides must also complete appropriate 
records in compliance with the hos-
pice’s policies and procedures. 

(h) Standard: Supervision of hospice 
aides. (1) A registered nurse must make 
an on-site visit to the patient’s home: 

(i) No less frequently than every 14 
days to assess the quality of care and 
services provided by the hospice aide 
and to ensure that services ordered by 
the hospice interdisciplinary group 
meet the patient’s needs. The hospice 
aide does not have to be present during 
this visit. 

(ii) If an area of concern is noted by 
the supervising nurse, then the hospice 
must make an on-site visit to the loca-
tion where the patient is receiving care 
in order to observe and assess the aide 
while he or she is performing care. 

(iii) If an area of concern is verified 
by the hospice during the on-site visit, 
then the hospice must conduct, and the 
hospice aide must complete a com-
petency evaluation in accordance with 
§ 418.76(c). 

(2) A registered nurse must make an 
annual on-site visit to the location 
where a patient is receiving care in 
order to observe and assess each aide 
while he or she is performing care. 

(3) The supervising nurse must assess 
an aide’s ability to demonstrate initial 
and continued satisfactory perform-
ance in meeting outcome criteria that 
include, but is not limited to— 

(i) Following the patient’s plan of 
care for completion of tasks assigned 
to the hospice aide by the registered 
nurse. 

(ii) Creating successful interpersonal 
relationships with the patient and fam-
ily. 

(iii) Demonstrating competency with 
assigned tasks. 

(iv) Complying with infection control 
policies and procedures. 

(v) Reporting changes in the pa-
tient’s condition. 

(i) Standard: Individuals furnishing 
Medicaid personal care aide-only services 
under a Medicaid personal care benefit. 
An individual may furnish personal 
care services, as defined in § 440.167 of 
this chapter, on behalf of a hospice 
agency. 

(1) Before the individual may furnish 
personal care services, the individual 
must be found competent by the State 
(if regulated by the State) to furnish 
those services. The individual only 
needs to demonstrate competency in 
the services the individual is required 
to furnish. 

(2) Services under the Medicaid per-
sonal care benefit may be used to the 
extent that the hospice would rou-
tinely use the services of a hospice pa-
tient’s family in implementing a pa-
tient’s plan of care. 

(3) The hospice must coordinate its 
hospice aide and homemaker services 
with the Medicaid personal care benefit 
to ensure the patient receives the hos-
pice aide and homemaker services he 
or she needs. 

(j) Standard: Homemaker qualifications. 
A qualified homemaker is— 

(1) An individual who meets the 
standards in § 418.202(g) and has suc-
cessfully completed hospice orienta-
tion addressing the needs and concerns 
of patients and families coping with a 
terminal illness; or 

(2) A hospice aide as described in 
§ 418.76. 

(k) Standard: Homemaker supervision 
and duties. 
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(1) Homemaker services must be co-
ordinated and supervised by a member 
of the interdisciplinary group. 

(2) Instructions for homemaker du-
ties must be prepared by a member of 
the interdisciplinary group. 

(3) Homemakers must report all con-
cerns about the patient or family to 
the member of the interdisciplinary 
group who is coordinating homemaker 
services. 

§ 418.78 Conditions of participation— 
Volunteers. 

The hospice must use volunteers to 
the extent specified in paragraph (e) of 
this section. These volunteers must be 
used in defined roles and under the su-
pervision of a designated hospice em-
ployee. 

(a) Standard: Training. The hospice 
must maintain, document, and provide 
volunteer orientation and training that 
is consistent with hospice industry 
standards. 

(b) Standard: Role. Volunteers must 
be used in day-to-day administrative 
and/or direct patient care roles. 

(c) Standard: Recruiting and retaining. 
The hospice must document and dem-
onstrate viable and ongoing efforts to 
recruit and retain volunteers. 

(d) Standard: Cost saving. The hospice 
must document the cost savings 
achieved through the use of volunteers. 
Documentation must include the fol-
lowing: 

(1) The identification of each position 
that is occupied by a volunteer. 

(2) The work time spent by volun-
teers occupying those positions. 

(3) Estimates of the dollar costs that 
the hospice would have incurred if paid 
employees occupied the positions iden-
tified in paragraph (d)(1) of this section 
for the amount of time specified in 
paragraph (d)(2) of this section. 

(e) Standard: Level of activity. Volun-
teers must provide day-to-day adminis-
trative and/or direct patient care serv-
ices in an amount that, at a minimum, 
equals 5 percent of the total patient 
care hours of all paid hospice employ-
ees and contract staff. The hospice 
must maintain records on the use of 
volunteers for patient care and admin-
istrative services, including the type of 
services and time worked. 

Subpart D—Conditions of 
Participation: Core Services 

EFFECTIVE DATE NOTE: At 73 FR 32204, June 
5, 2008, subpart D was revised, effective Dec. 
2, 2008. For the convenience of the user, the 
new subpart D follows the text of this sub-
part. 

§ 418.80 Condition of participation— 
Furnishing of core services. 

Except as permitted in § 418.83, a hos-
pice must ensure that substantially all 
the core services described in this sub-
part are routinely provided directly by 
hospice employees. A hospice may use 
contracted staff if necessary to supple-
ment hospice employees in order to 
meet the needs of patients during peri-
ods of peak patient loads or under ex-
traordinary circumstances. If con-
tracting is used, the hospice must 
maintain professional, financial, and 
administrative responsibility for the 
services and must assure that the 
qualifications of staff and services pro-
vided meet the requirements specified 
in this subpart. 

[52 FR 7416, Mar. 11, 1987, as amended at 55 
FR 50835, Dec. 11, 1990] 

§ 418.82 Condition of participation— 
Nursing services. 

The hospice must provide nursing 
care and services by or under the su-
pervision of a registered nurse. 

(a) Nursing services must be directed 
and staffed to assure that the nursing 
needs of patients are met. 

(b) Patient care responsibilities of 
nursing personnel must be specified. 

(c) Services must be provided in ac-
cordance with recognized standards of 
practice. 

§ 418.83 Nursing services—Waiver of 
requirement that substantially all 
nursing services be routinely pro-
vided directly by a hospice. 

(a) CMS may approve a waiver of the 
requirement in § 418.80 for nursing serv-
ices provided by a hospice which is lo-
cated in a non-urbanized area. The lo-
cation of a hospice that operates in 
several areas is considered to be the lo-
cation of its central office. The hospice 
must provide evidence that it was oper-
ational on or before January 1, 1983, 
and that it made a good faith effort to 
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